“UNITED CONCORDIA

TRICARE DENTAL PROGRAM

OCONUS
Provider Manual

TRICARE



Introduction

You have been selected as an OCONUS (or “outside the
Continental United States”) dentist to provide treatment for
members enrolled in the TRICARE Dental Program (TDP).
The TDP is a comprehensive dental plan available to family
members of active duty Uniformed Services personnel and to
Selected Reserve (SELRES) and Individual Ready Reserve

(IRR) members and their family members.

This manual has been developed to familiarize you with
the TDP and the policies to be used for claims submission,
payment, and appeals. Further information can be found in the
TDP Benefits Booklet or obtained by contacting the appropriate
Overseas Lead Agent, your local Overseas Dental Treatment
Facility (ODTF), or the Government contractor for the TDP,

United Concordia.
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United States Government Representatives

This overseas dental program is the joint responsibility
of the United States Department of Defense (for the Defense
Secretariats and Agencies), the Department of Transportation
(for the Coast Guard), the Department of Health and Human
Services (for the Public Health Service) and the Department
of Commerce (for the National Oceanic and Atmospheric
Administration). These Secretariats and other Agencies
administer the TDP overseas program through the TRICARE
Management Activity (TMA), the Overseas Lead Agents, the
ODTFs, and United Concordia.

The TMA provides day-to-day administration of the TDP
contract and is responsible for the contractual procurement
process and oversight of quality assurance and utilization
review programs. Under this overseas program, the three
Overseas Lead Agents (TRICARE Europe, TRICARE Pacific
and TRICARE Latin America/Canada) manage the program
within their respective geographic areas and work with the
various ODTFs to identify qualified OCONUS dentists. The
Overseas Lead Agents and ODTFs also manage the referral
process, which is an integral piece of the overseas program.

Non-Remote OCONUS Locations

The OCONUS service area is categorized into non-remote
and remote locations. A list is included in this manual identi-
fying all non-remote countries/locations. Any country not on
this list is classified as remote (see Attachment 1). Non-
remote OCONUS locations are those areas in which the
Uniformed Services have a fixed, full-time dental treatment
facility. Under the OCONUS dental program, ODTFs will
continue to provide dental care to TDP members. However,
if the ODTF is unable to provide specific services, or if there
is no space available, members may receive authorization to
obtain dental care from host nation dentists. In this instance,
the local ODTF will authorize the member to receive treat-
ment from you.

This authorization is granted through the use of a Non-
Availability and Referral Form (see Attachment 4), which is
completed by the local ODTE Active duty family members
in non-remote locations must obtain a Non-Availability and
Referral Form before visiting a designated OCONUS dentist
for non-orthodontic dental procedures. All enrollees are
required to obtain a Non-Availability and Referral Form in
OCONUS non-remote locations for orthodontic care and must
receive dental care from orthodontists listed on the OCONUS
Provider Listing.

Remote OCONUS Locations

In remote OCONUS locations, the Uniformed Services
have either part-time or no fixed, full-time dental treatment
facilities. At these locations, procedures differ depending on
the type of dental care received.

For non-orthodontic services, members may seek care from
any host nation dentist and a Non-Availability and Referral
Form is not required; however, members are encouraged to
use OCONUS Provider Listings that may be available through
their respective Overseas Lead Agents, U.S. Embassy or
Consulate office, or from other local representatives of the
U.S. Government.

For orthodontic services, all members must visit a
designated orthodontist on the OCONUS Provider Listing
and a Non-Availability and Referral Form is required.

Non-Availability and Referral Form

Active duty family members seeking care in non-remote
locations must obtain a completed Non-Availability and
Referral Form from their respective ODTF for all dental serv-
ices, including orthodontics. Members in remote locations
must obtain the referral form for orthodontic services only.
These forms are not required for covered emergency care in
either location.

Non-Availability and Referral Forms are valid for 120
calendar days from the date of issue. If you submit claims to
United Concordia on behalf of the TDP member, be sure
that a complete, valid referral form is attached to your bill.
Should you have questions concerning the information
contained on the Non-Availability and Referral Form, contact
the Lead Agent office or ODTF representative listed on the
form. A sample Non-Availability and Referral Form, with
instructions for completing the form, is included in this manual
(see Attachment 4).

Reminder: All enrollees are required to obtain a Non-
Availability and Referral Form and use the OCONUS
Provider Listing for orthodontic services in both non-remote
and remote locations.

Note: These forms are not blanket approvals for additional
dental care. If you believe that additional dental care is needed,
please discuss this with the referring ODTF or Overseas Lead
Agent before performing additional services. If they determine
that additional services are necessary, they will need to provide
the member with a new Non-Availability and Referral Form
for these additional services.



United Concordia TDP OCONUS Claim Form

Should you decide to submit a claim directly to United
Concordia, the TDP OCONUS claim form must be completed
and submitted to United Concordia as soon as possible
following the date of service, preferably within 60 days.
However, if any claim is submitted to United Concordia
more than 12 months after the month in which the service
was provided, the claim will be denied for timeliness.

A copy of the United Concordia TDP OCONUS Claim Form
and instructions on how it is to be completed is included in
this manual (see Attachment 3).

Claim Submission Procedures

Specific claims submission, processing, and payment
procedures apply to OCONUS operations. These procedures
must be followed to ensure timely processing of all claims.
For United Concordia to process claims, the following infor-
mation is needed:

= A completed claim form.

= A Dentist Bill or Statement of Charges. (If the specific
service(s) provided are repeated on the claim form,
a separate office bill is not needed.)

= A Non-Availability and Referral Form. (This form is required
for orthodontic services for all enrollees. It is also required
for non-orthodontic services for active duty family members
in non-remote OCONUS locations.)

Whoever submits the claim to United Concordia must
make sure all the appropriate information is provided. If the
necessary information is not provided, claim payment will
be denied. As an OCONUS dentist, you may either have
the member pay you, or you may bill United Concordia for
payment. Claims submission procedures vary depending
on your office policy and whether you or the TDP member
submits the claim for reimbursement.

Claims Submitted by the Member

If you are going to have the member pay for the dental
services when the services are received, please provide him or
her with a bill. In this case, the member should ensure that
the claim form and Non-Availability and Referral Form (as
necessary) are submitted to United Concordia. Your bill should
include the following minimum information:

» Detailed description of the service(s) performed. Please
include the applicable tooth number(s) in the description.
If you are familiar with the American Dental Association
codes for dental services (Current Dental Terminology or
“CDT"), you may use them. (See list at Attachment 2.)

= Your complete name, address (to include country and
postal mailing code), and telephone number (to include
country and city code).

= Date(s) of service.
= Name of member who received the service(s).
= The Service members full name and Social Security Number.

= Total charge for services performed. If multiple services
are performed, please list the individual charges for each
service provided.

Claims Submitted by the Dentist

If you are going to bill United Concordia directly for the
services provided, you will need to submit a claim form and
Non-Availability and Referral Form (depending on your
location and the type of service(s) to be performed) with your
bill. The necessary information includes:

Dentist Bill: The same information as mentioned in the
“Claim Submitted by the Member” section above.

Claim Form: See instructions in Attachment 3. A separate
claim form is required for each TDP member you treat.

We encourage you to complete the entire claim form to
ensure all available information is considered for processing.
Fields 1-14 can be completed by the member. Fields 15
through the end of the form contain information pertinent
to the dental treatment. Your completion of this information
would be appreciated and will expedite the processing of
the claim. However, the following minimum data must be
completed on the claim form in order for the claim to
process:

= Your complete name, address (to include country and
postal mailing code), and telephone number (to include
country and city code).

= A detailed description of the service(s) provided, including
applicable tooth numbers. If you are familiar with the
American Dental Association codes for dental services
(Current Dental Terminology or “CDT”) you may use them.
(See list at Attachment 2.)

= The date(s) of service.

= Your total charges. If multiple services are performed,
please list the individual charges for each service provided
(either on the claim form or the bill).

= The Service members full name and Social Security Number.

= The member’s (patients) full name and address (APO/FPO
or otherwise, including country).
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Note: The patient, parent or guardian must also sign the claim
form in the appropriate blocks if assigning benefits to the dentist.
If the patient is under 18 years old, the parent or guardian must
sign the form.

Non-Availability and Referral Form

A completed Non-Availability and Referral Form must be
submitted with the claim. This form is required for orthodontic
services for all enrollees. It is also required for non-orthodontic
services for active duty family members in non-remote
OCONUS locations. The TDP member will provide you with
this form. The ODTF, Overseas Lead Agent, or designee, will
complete this form in advance of the referral/treatment.

If you submit a claim to United Concordia, please send it
to the following address:

United Concordia

TDP OCONUS Dental Unit
PO Box 69418

Harrisburg, PA 17106-9418
U.S.A.

We recommend claims be submitted as soon as possible,
preferably within 60 days. However, if any claim is submitted
to United Concordia more than 12 months after the month
in which service was provided, the claim will be denied for
timeliness.

Note: If you submit the claim to United Concordia, the member
may owe you a portion of your billed charges for certain procedures.
This is called the cost share and applies to certain other restorative
(crowns, onlays, etc.), prosthodontic, and orthodontic services.
The member may also owe you a portion of your billed charges if
he/she will, after this claim is processed, exceed either the annual
benefit maximum or lifetime orthodontic benefit maximum. If the
member has already exceeded the annual or lifetime benefit max-
imum or received care for non-covered services, the member is
fully responsible for payment. The amount the member owes will
be clearly detailed on the Dental Explanation of Benefits (DEOB)
sent by United Concordia after your claim is processed.

Claims Processing Procedures

United Concordia will begin processing your claim once
it is received. Based on the description of services presented
on your bill/claim form, our representatives will convert this
description into compatible American Dental Association
Current Dental Terminology (CDT) codes for processing.

If all information is present, the services are covered, and
the member has not exceeded his or her annual or lifetime
benefit maximum, we will pay the claim based on the mem-
bers benefits. Should certain required information not be
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included (such as a Non-Availability and Referral Form), the
claim will be denied. If additional information is required, we
will either write or call you and ask you to send the required
data. If this additional information is provided within 28
calendar days of our request, we will process the claim. If the
required information is not provided to us within 28 calendar
days, the claim will be denied.

Claims Payment Procedures and
Assignment of Benefits

As an OCONUS dentist, you may elect to receive payment
for services directly from United Concordia or by collecting
the amount due from the member. If you submit claims on
behalf of the members, United Concordia will send payment
directly to you in your local currency. Payments will be issued
in local currency with the following exceptions:

= Dentists in Turkey will be paid in U.S. dollars.

= If the local currency is not available to United Concordia
through our banking institution, reimbursement will be
made in U.S. dollars.

If the member submits his or her own claims, payment
will be sent to the member. If the member submits the claims,
but would like your office to receive payment from United
Concordia, then he/she has the option to “assign benefits” to
you. This can easily be done by the member signing the
appropriate section (signature block under field 14) of the
TDP OCONUS Claim Form (see Attachment 3).

Reimbursement amounts are calculated based on the
exchange rate in effect on the date the services were performed.
If multiple services are reported on the same claim, the last
date of service is used in determining the exchange rate.

A Dental Explanation of Benefits (DEOB) is a computer-
generated statement that explains how services processed,
including payment amounts and pertinent messages. The
DEOB will identify all dollar-equivalent payments made and
will include the exchange rate used in determining the pay-
ment. If you submit a claim for a member, or if the member
assigns benefits to you, a DEOB will be sent to your office.

If the member submits his or her own claim, only the mem-
ber will receive a DEOB.

Predeterminations

The TDP covers many types of services from preventive and
diagnostic services to orthodontics and prosthodontics. If you
or your patient would like an estimate of the amount that
will be paid under the TDP, you can request a predetermina-
tion. A predetermination is a nonbinding written estimate of
the amount the plan will pay and the members cost share




(or amount they owe you). United Concordia provides
this service at no cost to you or your patient and strongly
encourages the use of predeterminations for complex and
costly services such as periodontal, prosthodontic, and
orthodontic services.

Once the predetermination request is finalized, United
Concordia will notify both you and the member by letter.
Please note that predeterminations are valid for six months
from the date of issuance and apply to specific procedures.
If a different procedure is actually performed, the predeter-
mination estimate will not apply.

If you submit a predetermination to United Concordia,
please send it to the following address:

United Concordia

TDP OCONUS Dental Unit
PO Box 69418

Harrisburg, PA 17106-9418
U.S.A.

Note: Predetermination requests should include a complete and
valid Non-Availability and Referral Form, as necessary.

Recoupments

If United Concordia determines that an improper/incorrect
payment was made through some error on our part for specific

services, we will request repayment of these specific amounts.

We will notify you, in writing, why the recoupment is
necessary, the amount due, your repayment options, and your
appeal rights.

Appeals Process

The United States Government and United Concordia offer
an appeals process in the event that you disagree with a benefit
decision. Either the member or an OCONUS dentist can
initiate the appeal. There are three levels to the appeals system
and they must be followed in order. The first level is a
reconsideration and is conducted by United Concordia. The
remaining two levels, Formal Review and Hearing, are con-
ducted by the United States Government, through the TMA.
Each level of appeals has different requirements that must
be followed.

Reconsideration

This is the first step in the appeals process. A request for
reconsideration must be in writing and must be signed by you
or the member or the member’s appointed representative.
Your letter should include the reason(s) you are requesting a
reconsideration and a copy of the Dental Explanation of
Benefits (DEOB). If you wish to submit radiographs (x-rays)

or other photographs to support your reconsideration, please
ensure they are mailed in an appropriate mailing envelope.
Reconsideration requests must be postmarked within 90 cal-
endar days of the issue date of the initial determination
(DEOB). The issue date is located on the upper right corner
of the DEOB. Both you and the member will be notified of
the outcome of the reconsideration.

Note: It is important to adhere to the specified time limits when
filing appeals. Requests for appeals submitted after the time limits
will be denied unless the person requesting the appeal shows he or
she had no control over the delay.

What Can and Cannot Be Appealed

To appeal a claim, there must be an amount in dispute. This
means there must be a charge or portion of a charge that
United Concordia has decided is not payable. The amount in
dispute is calculated as the amount of money TDP would
pay if the services involved had been determined to be payable.
You may also appeal an adverse decision on a predetermina-
tion request.

The following issues cannot be appealed:

= Disputes regarding a requirement of law or regulation.

= The amount that United Concordia determines to be the
allowable charge.

= Member eligibility.

Who Cannot Request an Appeal

Parties who cannot request an appeal:

= Dentists who are disqualified or excluded from being
authorized dentists.

= Members who have an interest in receiving care or who have
received care from a particular dentist who has been exclud-
ed, suspended, or terminated as an authorized dentist.

= Sponsors, parents, or guardians of members older than 18
years of age, not a party to the initial determination. However,
they may represent the member if they are appointed (in
writing) by the member.

= Third parties such as other insurance companies.

How to Request a Formal Review/Hearing
from TMA

You may request a formal review from TMA if you disagree
with United Concordia$s reconsideration and if the amount in
dispute is $50 or more. The letter notifying you of the result
of our reconsideration will include a notice of your right to a
formal review and instructions on how to request one.



Your request for a formal review must be received by TMA
within 60 days from the date of the reconsideration determi-
nation. Your request must be in writing and include copies of
the reconsideration determination and any other information
not supplied with your original appeal request. Send your
request for formal review to:

Appeals and Hearings Division
TRICARE Management Activity
16401 East Centretech Parkway
Aurora, CO 80011-9043

If you disagree with the formal review decision and the
amount in dispute is $300 or more, you may request a hear-
ing by TMA. Within 60 days of the date of the formal review
determination (the date on the letter from TMA notifying
you of the results of the formal review), write to TMA at the
above address.

Note: Neither United Concordia, TMA, or any other federal agency
will be responsible for any of your costs should you choose to
appeal a claim decision, including costs associated with a request
for a hearing with TMA.

For Additional Information

If you have questions concerning OCONUS benefits,
referral procedures, claims submission, or any other issues,
you may contact United Concordia for assistance. When
contacting United Concordia, whether by telephone or in
writing, be sure to supply the following information:

= The Service members name.

= The Service member’s Social Security Number.
= The members (patients) name.

= The members (patients) date of birth.

Claims and all written inquires should be submitted to:

United Concordia

TDP OCONUS Dental Unit
PO Box 69418

Harrisburg, PA 17106-9418
U.S.A.

The TDP OCONUS Dental Unit is available by telephone
24 hours per day, five days per week. Customer Service
Representatives are available to assist you in English, German,
and Italian. If you are in the following locations, call the
OCONUS Dental Unit toll free at 1-888-418-0466:

Australia Greece Portugal

Bahrain Iceland Saudi Arabia
Belgium Italy South Korea
Bolivia Japan Spain

Columbia Netherlands Switzerland
Egypt Norway Turkey
Germany Panama United Kingdom

In all other OCONUS locations, call 1-717-975-5017 for
assistance. (This is a toll call.)

You may also contact United Concordia via electronic mail
(e-mail) at oconus@.ucci.com.

Attachments

1) List of Non-Remote Countries and CONUS Locations
2) Dental Procedure Codes

3) TDP OCONUS Claim Form

4) Non-Availability and Referral Form



ATTACHMENT 1

OCONUS Non-Remote Location Listing
(Current as of February 1, 2001)

Azores Iceland Spain

Bahrain Italy/Sardinia Turkey

Belgium Japan United Kingdom
Diego Garcia Portugal

Germany South Korea

Note: All other countries not listed above are considered
REMOTE locations.

CONUS Location Listing
(Current as of February 1, 2001)

50 United States
District of Columbia
Puerto Rico
Guam
U.S. Virgin Islands
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ATTACHMENT 2
Dental Procedure Codes

The following is a list of dental procedure codes covered by the TDP. Please include the applicable
procedure code when completing the corresponding sections of the Non-Availability and Referral Form
and the TDP Claim Form.

D0120
D0140
D0150
D0160
D0210
D0220
D0230
D0240
D0250
D0260
D0270
D0272
D0274
D0277
D0290
D0330
D0340
D0425
D0470
D1110
D1120
D1201
D1203
D1204
D1205
D1351
D1510
D1515
D1520
D1525
D1550
D2110
D2120
D2130
D2131
D2140
D2150
D2160
D2161
D2330
D2331
D2332
D2335
D2337
D2542
D2543
D2544
D2642
D2643
D2644
D2662
D2663
D2664
D2740
D2750
D2751

Periodic oral evaluation

Limited oral evaluation - problem focused
Comprehensive oral evaluation

Detailed and extensive oral evaluation
Intraoral - complete series

Periapical - first film

Periapical - each additional film

Occlusal film

Extraoral - first film

Extraoral - each additional film

Bitewing - single film

Bitewings - two films

Bitewings - four films

Vertical bitewings - 7-8 films
Posterior-anterior or lateral skull film
Panoramic film

Cephalometric film

Caries susceptibility tests

Diagnostic casts

Prophylaxis - adult

Prophylaxis - child

Prophylaxis and fluoride - child

Fluoride - child

Fluoride - adult

Prophylaxis and fluoride - adult

Sealant - per tooth

Space maintainer - fixed, unilateral

Space maintainer - fixed, bilateral

Space maintainer - removable, unilateral
Space maintainer - removable, bilateral
Recement space maintainer

Amalgam - one surface, primary

Amalgam - two surfaces, primary

Amalgam - three surfaces, primary

Amalgam - four or more surfaces, primary
Amalgam - one surface, permanent
Amalgam - two surfaces, permanent
Amalgam - three surfaces, permanent
Amalgam - four or more surfaces, permanent
Resin - one surface, anterior

Resin - two surfaces, anterior

Resin - three surfaces, anterior

Resin -four or more surfaces or incisal angle, anterior
Resin-based composite crown, anterior - permanent
Onlay - metallic - two surfaces

Onlay - metallic - three surfaces

Onlay - metallic - four or more surfaces
Onlay - porcelain/ceramic - two surfaces
Onlay - porcelain/ceramic - three surfaces
Onlay - porcelain/ceramic - four or more surfaces
Onlay - resin-based composite - two surfaces
Onlay - resin-based composite - three surfaces
Onlay - resin-based composite - four or more surfaces
Crown - porcelain/ceramic substrate

Crown - porcelain, high noble metal

Crown - porcelain, predominately base metal

D2752
D2780
D2781
D2782
D2783
D2790
D2791
D2792
D2910
D2920
D2930
D2931
D2932
D2933
D2950
D2951
D2952
D2954
D2962
D2970
D2980
D3120
D3220
D3221
D3230
D3240
D3310
D3320
D3330
D3332
D3333
D3346
D3347
D3348
D3351
D3352
D3353
D3410
D3421
D3425
D3426
D3430
D3450
D3920
D4210
D4211
D4220
D4240
D4249
D4260
D4263
D4264
D4266
D4267

Crown - porcelain, noble metal

Crown - 3/4 cast, high noble metal

Crown - 3/4 cast, predominately base metal
Crown - 3/4 cast, noble metal

Crown - 3/4 porcelain/ceramic

Crown - full cast, high noble metal

Crown - full cast, predominately base metal
Crown - full cast noble metal

Recement inlay

Recement crown

Prefab stainless steel crown - primary
Prefab stainless steel crown - permanent
Prefab resin crown

Prefab stainless steel crown - resin window
Core buildup including any pins

Pin retention

Cast post and core in addition to crown
Prefab post and core in addition to crown
Labial veneer (porcelain laminate) - laboratory
Temporary crown (fractured tooth)

Crown repair, by report

Pulp cap - indirect

Pulpotomy

Gross pulpal debridement, primary and permanent teeth
Pulpal therapy - anterior, primary tooth
Pulpal therapy - posterior, primary tooth
Root canal treatment - anterior

Root canal treatment - bicuspid

Root canal treatment - molar

Incomplete endodontic therapy; inoperable or fractured tooth
Internal root repair of perforation defects
Root canal retreatment - anterior

Root canal retreatment - bicuspid

Root canal retreatment - molar
Apexification - initial visit

Apexification - interim medication replacement
Apexification - final visit

Apicoectomy - anterior

Apicoectomy - bicuspid (first root)
Apicoectomy - molar (first root)
Apicoectomy - each additional root
Retrograde - per root

Root amputation - per root

Hemisection

Gingivectomy - quadrant

Gingivectomy -per tooth

Gingival curretage - quadrant

Gingival flap - quadrant

Crown lengthening - hard tissue

Osseous surgery - quadrant

Bone replacement graft - first site

Bone replacement graft - each additional site
Guided tissue regeneration - resorbable
Guided tissue regeneration - nonresorbable

CONTINUED ON NEXT PAGE (page 10)




Dental Procedure Codes

D4270
D4271
D4273
D4341
D4910
D4920
D5110
D5120
D5130
D5140
D5211
D5212
D5213
D5214
D5410
D5411
D5421
D5422
D5510
D5520
D5610
D5620
D5630
D5640
D5650
D5660
D5710
D5711
D5720
D5721
D5730
D5731
D5740
D5741
D5750
D5751
D5760
D5761
D5810
D5811
D5820
D5821
D5850
D5851
D6210
D6211
D6212
D6240
D6241
D6242
D6245
D6543
D6544
D6545
D6548
D6740
D6750
D6751
D6752
D6780
D6781

Pedicle soft tissue graft

Free soft tissue graft

Subepithelial connective tissue graft
Scaling and root planing - quadrant
Periodontal maintenance

Unscheduled dressing change

Complete upper denture

Complete lower denture

Immediate upper denture

Immediate lower denture

Upper partial - resin base

Lower partial - resin base

Upper partial - cast metal with resin base
Lower partial - cast metal with resin base
Adjust complete denture, upper

Adjust complete denture, lower

Adjust partial, upper

Adjust partial, lower

Repair broken complete denture base
Replace missing/broken teeth - complete denture
Repair resin denture base

Repair cast framework

Repair or replace broken clasp

Replace broken tooth

Add tooth to existing partial denture

Add clasp to existing partial denture
Rebase - complete upper denture

Rebase - complete lower denture

Rebase - upper partial denture

Rebase - lower partial denture

Reline - complete upper denture (chairside)
Reline - complete lower denture (chairside)
Reline - upper partial denture (chairside)
Reline - lower partial denture (chairside)
Reline - complete upper denture (lab)
Reline - complete lower denture (lab)
Reline - upper partial denture (lab)

Reline - lower partial denture (lab)

Interim complete denture - upper

Interim complete denture - lower

Interim partial denture - upper

Interim partial denture - lower

Tissue conditioning - upper denture

Tissue conditioning - lower denture

Pontic - cast, high noble metal

Pontic - predominately base metal

Pontic - cast, noble metal

Pontic - porcelain, high noble metal

Pontic - predominately base metal

Pontic - porcelain, noble metal

Pontic - porcelain/ceramic

Onlay - metallic - three surfaces

Onlay - metallic - four or more surfaces
Retainer - cast metal for resin bonded fixed prosthesis
Retainer - porcelain/ceramic for resin bonded fixed prosthesis
Crown - porcelain/ceramic

Crown - porcelain, high noble metal
Crown - porcelain, predominately base metal
Crown - porcelain, noble metal

Crown - 3/4 cast high noble metal

Crown - 3/4 cast, predominately base metal

D6782
D6783
D6790
D6791
D6792
D6930
D6970
D6972
D6973
D6980
D7110
D7120
D7130
D7210
D7220
D7230
D7240
D7250
D7260
D7270
D7280
D7281
D7285
D7286
D7290
D7291
D7310
D7320
D7471
D7510
D7910
D7911
D7912
D7971
D8010
D8020
D8030
D8040
D8050
D8060
D8070
D8080
D8090
D8210
D8220
D8670
D8680
D8690
D9110
D9220
D9221
D9241
D9242
D9310
D9440
D9610
D9930
D9940
D9941
D9974

Crown - 3/4 cast, noble metal

Crown - 3/4 porcelain/ceramic

Crown - full cast, high noble metal

Crown - full cast, predominately base metal

Crown - full cast, noble metal

Recement bridge

Cast post and core in addition to bridge

Prefab post and core in addition to bridge

Core buildup for bridge including any pins

Bridge repair, by report

Extraction - single

Extraction - additional tooth

Root removal

Surgical extraction - erupted tooth

Soft tissue impaction

Partial bony impaction

Complete bony impaction

Surgical removal residual roots

Oroantral fistula closure

Reimplant/stabilize evulsed tooth

Surgical exposure, for orthodontics

Surgical exposure, aid eruption

Biopsy of oral tissue, hard

Biopsy of oral tissue, soft

Surgical repositioning of teeth

Fiberotomy

Alveoloplasty with extraction, quadrant

Alveoloplasty without extraction, quadrant

Removal of exostosis - per site

Incision and drainage of abscess - soft tissue

Suture small wounds to 5 cm

Complicated suture - up to 5 cm

Complicated suture - greater than 5 cm

Excision - pericoronal gingiva

Limited orthodontic treatment of the primary dentition
Limited orthodontic treatment of the transitional dentition
Limited orthodontic treatment of the adolescent dentition
Limited orthodontic treatment of the adult dentition
Interceptive orthodontic treatment of the primary dentition
Interceptive orthodontic treatment of the transitional dentition

Comprehensive orthodontic treatment of the transitional dentition

Comprehensive orthodontic treatment of the adolescent dentition
Comprehensive orthodontic treatment of the adult dentition
Removable appliance therapy

Fixed appliance therapy

Periodic orthodontic treatment visit (as part of contract)
Orthodontic retention

Orthodontic treatment (alternate billing to a contract fee)
Palliative treatment

General anesthesia - first 30 minutes

General anesthesia - Each additional 15 minutes
Intravenous sedation/analgesia - first 30 minutes
Intravenous sedation/analgesia - each additional 15 minutes
Consultation, other than treating dentist

Office visit - after regularly scheduled hours

Therapeutic drug injection, by report

Treatment of complications (post surgical), by report
Occlusal guard, by report

Fabrication of athletic mouth guard

Internal bleaching - per tooth, by report



ATTACHMENT 3

“ATTENDING DENTISTS STATEMENT|  UNITED CONCORDIA
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Completing the TDP OCONUS Claim Form

Bt af it TOP Claum Corrn is selexplanslony. howevey, Frere sre cortairr Relds o whichh special atlention should be

e

L]

Uppeer left comer | Attending Dentist's Statement”): Check the appropriate box to indicate if your
claim is for predetermination (estimate of services to be performed) or for services actually received.
Boax 2. Relationship to Spansor. For example, seli, spouse, or child.

Box 1. Sponsor's Social Security Number (SSN). The sponsors nine-digit 55N must appear on
every claim form.

Boax 8. Patient’s Mailing Address. Be sure to provide the current and complete mailing address to
include APOFPO andlor strest, city, country, and postal mailing code.

Box 10. Release of information.

Bax 13. s the patient eoversd by another dental insurance plan. Theck Mo’ if the family member
has no other dental insurance. [f the family member has addiional dental insurance, please check
Yes' and include the plan name, insured name and social security number, group number, and
addrass of the other carrier.

Boax 14. Assignment of Benefits. Sign if the family member, parent, or guardian wants to assign
payment of benefts to the dentst; if signed, United Concordia will send payment to the dentist directly.
Baox 15. Dertist Narme.

Boax 16. Dentist office address. Include street, city, country, and postal mailing code where
services were parformed.

Bax 16A. Billing address. Include streat, ciby, country, and postal mailing code.

Bax 17. Dentist’s phone number. [nclude the country code and city code, along with local number.
Boax 27. Treatmeit for Dnhodontics. For orthodontic care, submit a completed copy of this claim
farm alang with a valid Mon-Availability and Referral form and the providers bill to the address on the
fromt of this form.

Box 29.Examinatien and Treatiment Plan. Provide a detalled descrption of the services performed
including applicable tooth numbers, date of service, and the fee charged.

Box 33. Currency. Indicate type of currency billed to patient {US dollars or local currency).

General Instructions

Submit a separate claim form for each family member who receives treatment.

! i hould be submitted
date, preferabhy within 60 days of the d
the date of service will be denied.

L 1 == SRE, L] e K
ate of service. Claims postmarked more than 12 monthe after

The family member must sign the appropriate sections of the daim form. If the family member is
under 18 years old, the parent or guardian must sign the form.

The provider must sign the appropriate sections of the claim form.

Far arthodontic services, submit the following:
1. A completed claim form.
2. Tha dentist's bill (if the claim form is not used solely as the bal).
3. A Mon-Availability and Referral Form,

Far non-orthodontc services, submit the following:
1. A completed claim form.
2. The dentist's hill {if the claim form is not used solely as the bil),
2. A Mon-Availability and Referral Form for Actve Duty Family Members in non-remote locations.

If all necessary information is not included, your claim may be denied.

1|
14
L[]
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ATTACHMENT 4

EJI- Nn—ED CONCORDIA TRICARE Dental Program

MOTE: Far erihadarific services, the SparsorFamiy Member must forvard this compleled form and the derdists bill Tor the claim to be processed
For nan-orthodonlic services, this farm & necessary far Active Duty Family Members in non-remote losations. This form is nol requined for covered
emengency dental care. Addibonal informabion can be faund in the TDF Benefit Booklet

NON-AVAILABILITY AND REFERRAL FORM

T} PATENT'S ADDRESS (APGTRT or Stresl, City, Country, Postal Baiing Code)

= 1] PATIENT'S MAME d] CATE OF BISTH 3] 52X 4] RELATIONSHF
=] LAST FiRST Ml [l s [=Eh 3 TIAR L F SFOEE . CHLD ZTHER
2 | ||
= ! -

= o] SFTIMECETS MAME ) SPONECRE SOCIAL SECURITY NUWBER

E LAST FIRST “

=

£

=

=

=

=

o

) FEFERFNG OVERSEAS DENTAL TREATMENT FALALITY OV ERSEAS L) PRI Y Rz AR RO REFERE AL
HEADY ASENT (et Lusalin, Mating fotress, L, and Gouri) LJ =y Properfacilies or professional capatility are
temporanily not available at this faciliey

O Proper facilties or professional capability are
permanenty not avadable at this faoiity

IJ & crthadorsic ireatment

i) REFERRED SERVICE | Descrphian of Sardce - inchuck COT - 3 code(s) T passibla)

__ E=am __ Restorative
__ Routine Prophylais __ Oiher Restaratve [crown, onlay, b )
__ Radiographs __ Endodontics
__ Fluoride Treatment __ Onhadantcs
__ Coneultation __ Estensive
__ (vher __ Diagnaostic
_ Retainer

__ Apphance for Mowement

=

REMARKS

REFERRAL INFORMATION

121 MAME ARD TITLE (Type or Frint]

T3 AFPROVAL SIENATILRE 14) DRTE OF ISSMNCE *

“MOTE: FORM VALID FOR 120 DAY S FROM DATE OF ISSUANCE

15) SFONSORIFARLY MEMBER CERTIFEIAT N
O I have confrmed my enralmer inthe TOP. IF lam not enrclled, | am resparsible for the full cost of any dertal care recened.
O | confirm thal, s of the dale of this referral, | have nol exceeded e appropriate annualfifetime maximum. | understand that, if | have

axceaded my maximums (31200 for non-artbodontic services and 1 far ahodantic sardces), | am respensible for the full cost af
ary addiliaral services racaived.

O | pmdenstand that, il | receive sarvices for denlal care not covered under thie referral, | am responsible far the full cost of ary dernlal cara
received oulside the scope of this rederral.

SPONSORIFAMILY
MEMBER CERTIFICATION

SIENATURE (SponsorFamiky Member] OATE

TE] | e iedGeved Ganfiiralen Iiom [he s rscefamdly fermber thal 1he abae s Irue ard hal e 1} GDTFCATRSEAS LEAD &SENT TRACKING NUWGER
SporrrTamiy embar agraes te thess canficationg e of tha clate o {his relaral

TS S (et Parts LATE

Thee: ivfor mation conlaimed on @is fonm |s probecied by e Privacy Aok of 1374

Trar guakly of foreign denial cane is not confroled by the Sovernment or Uniied Corooed i or any of s agenis or representatsses. The 2ol that a foreign dentist has been
chlETYanE i [ 6 Rosgable enial can i e paek g rol Qe ancaplaia Tl Reraa Thi Qoserniments con i ovi Faraidn denibts i limned [o thai
InClusion of exclusion fom e DOONLEE Provider Lst. SponsorsFamily Members shouid lorward any oomplainks o Lonod s about fone gn dental servicesqualiy o cane
o the r resoectve Cverseas Lead Aoenl




Completion Instructions

Fatient Information and Referral Infarmation Fialds must be completad by the senvicing Overseas Dental Treatment FacilityOverseas
Lead Apgent  Sponsan'Family Mamber Certification Fields must be completed by sponsarfamily member. In the case of a marmber
under the age of 18, the parant ar guardian must sign on hizgfher behalf. |f the form is being faedimailed to & sponsorfarnly mermoer,
thie Gavernmeant rapresentative completing the farm must first explain the certifications ta the spansorfarmily member and initialidats
thits farm where appropriate.

1) Patient’s Name: Enter the last name, first name, and middle inibal of the person being treated.

2) Date of Birth: Enter the number of the month, day, and year of the family member's birth.

3) Sex: Check the appropriate box.

4) Relationship: Check the appropriate box.

5) Sponsor’s Mame: Enter the last name, first name, and middle initial of the sponsor, as it appears on the 10 card.
6) Sponsor's Social Security Number: Enter the sponsor's nine-digit Social Security Number,

7) Patient’s Address: Enter the home mailing address of the family member seeking dental reatment. Be sure to
provide the complete address (APQYFPO or street, city, country, postal mailing code) including country.

8) Referring Overseas Dental Treatment Facility/Overseas Lead Agent: Enter the name of the Overseas Dental
Treatment Facility'Overseas Lead Agent, and complete mailing address, unit, and country.

9) Primary Reason for Referral: Check the appropriate box.
10) Referred Service: Provide a detailed description of the service for which the patient is being referred. Ensure

refarrale ars mads bsr enecibhie care and incllds e annlicabls COT.U sadsie’ fanlh roombsrdfel and reacredinirs names

For Position ONLY! 80 % of original size

13) Approval Signature: Enter the signature of the person issuing the referral form.
14) Date of lssuance: Enter the date the referral form is provided to the member.

15) Sponsor/Family Member Certification: This area must be completed, signed. and dated by the sponsorfamily
mamber.

16) Referring Party Confirmation: |f this form is being faxed'maied to a sponsocfamily member, the Government
representative completing the form must inital and date the form after explaining the cerification in Field 15 to the
sponsarfamily member.

17) ODTFiOverseas Lead Agent Tracking Number: For use by the Overseas Dental Treatment Facility/Overseas
Lead Agent.

Submit this referral form and the completed claim form to the following address:

United Concordia

TDP DCOMNUS Dental Unit
PO Box 69418

Harrisburg, PA 17106-9418
UsA
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